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A seven-year-old male presented with fever, left-sided 
facial redness, swelling and proptosis over a 24-hour period. 
He had noted left-sided toothache and rhinorrhea over the 
preceding week. On presentation, he stated that he was unable 
to see “anything, including light” from his left eye. On 
physical examination, the patient was febrile with left 
periorbital swelling and significant left-sided proptosis, 
chemosis and loss of extra-ocular movements. As a part of the 
evaluation we obtained, a contrast-enhanced computed 
tomography (CT) scan, which demonstrated extraconal orbital 
subperiosteal abscess with air-fluid collection along the medial 
and anterior walls of the maxillary sinus with associated 
lateral displacement of the left medial and inferior recti, left 
preseptal cellulitis with proptosis, left maxillary and ethmoid 
sinusitis. We began intravenous Unasyn, and the patient 
underwent intraoperative drainage of the left orbital abscess, 
maxillary antrostomy, and total ethmoidectomy.
Orbital infections are posterior to the orbital septum and 
involve the orbit itself as compared to periorbital infections.1 
Given the make-up of its anatomical boundaries, the etiology 
of orbital cellulitis and abscess is often due to extensions of 
sinus infections.1 Case reports from odontogenic sources have 
also been reported.2 Physical exam differentiations between 
orbital infections from periorbital infections include proptosis, 
chemosis, and ophthalmoplegia.1 CT scanning may assist in 
diagnostic differentiation, as well as in determining which 
patients will benefit from surgical intervention.3,4 Common 
contrast-enhanced CT scan findings of orbital abscess include 
ring-enhanced lesion or an air-fluid level in the extraconal 
space, displacement of adjacent rectus muscle, marked 
Figure	1. Axial view of contrast-enhanced 
CT scan demonstrating (black arrow) ex-
traconal orbital subperiosteal abscess with 
air-fluid collection along the medial and an-
terior walls of the maxillary sinus with (white 
arrow) associated lateral displacement of 
the left medial and inferior recti, (arrowhead) 
left preseptal cellulitis with proptosis, (dotted 
line) left maxillary and ethmoid sinusitis.
Figure	2. Sagittal view of contrast-
enhanced CT scan demonstrating (black 
arrow) extraconal orbital subperiosteal 
abscess with air-fluid collection along the 
medial and anterior walls of the maxillary 
sinus with (white arrow) associated lateral 
displacement of the left medial and inferior 
recti, (arrowhead) left preseptal cellulitis 
with proptosis, (dotted line) left maxillary 
and ethmoid sinusitis.
Figure	3. Coronal view of contrast-
enhanced CT scan demonstrating (black 
arrow) extraconal orbital subperiosteal 
abscess with air-fluid collection along the 
medial and anterior walls of the maxillary 
sinus with (white arrow) associated lateral 
displacement of the left medial and inferior 
recti, (arrowhead) left preseptal cellulitis 
with proptosis, (dotted line) left maxillary 
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proptosis, and in advanced cases osteomyelitis of the orbital 
wall.4 Causative organisms of orbital cellulitis and abscess 
include S. pneumonia, nontypable Haemophilus influenzae, 
Moraxella catarrhalis, group A Streptococcuus, Staphylococcus 
aureus, and anaerobes. Treatment involves intravenous 
antimicrobial therapy and in some cases surgical drainage.1,5,6
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